This paper focuses on non-directive play therapy with maltreated and neglected young children, and explores ways in which their symbolic play seems to be activated and accelerated during play therapy. The frameworks of attachment and cognitive development are utilized to examine therapeutic relationships. Examples from normal development and from therapeutic work are given in order to describe more precisely the seemingly essential features in the development of symbolic play in young children. The important features of a child's social environment, physical environment and internal state which seem to contribute to the activation of symbolic play are then discussed in more detail. Finally, it is argued, studying a child's transition from concrete to symbolic play during play therapy contributes to our understanding not only of damaged and delayed children's development, but also provides additional information on normal children's development of this capacity.
need of these children for therapeutic relationships to help them share often unbearable experiences and to develop closer attachment relationships. Along with this recognition of maltreated children's need for relationship therapy, there has also been renewed interest in non-directive play therapy as an appropriate intervention for such children in recent years (Ryan, & Wilson, 1996; West, 1996; Wilson, Kendrick, & Ryan, 1992) . Playbased and verbal communications with children are key practice skills for non-directive play therapists. Play itself seems to be an innate capacity which has a mental organizing function during development, using largely non-verbal symbols (Ablon, 1996; Piaget, 1962; Wilson, Kendrick, & Ryan, 1992) . In addition, non-directive play therapists employ verbal reflections of children's ongoing feelings and thoughts for several purposes. These reflections appear to help troubled children define and clarify their emotions, structure and understand the play therapy situation itself, and consciously control and integrate their feelings and thoughts into more advanced self-functioning (Ryan, & Wilson, 1996; Wenar, 1994) . Slade and Wolf (1994) and Russ (1995) have recently summarized the somewhat complex theoretical assumptions and research upon which play therapy is based. However, as yet there remains a scarcity of adequately controlled experimental studies and single case research designs to test specific hypotheses.
The first part of this article reviews current changes in the practice of non-directive play therapy and the necessary adaptations and advantages of this method with maltreated children. The second part gives examples of maltreated children who failed to develop the capacity for symbolic play prior to therapy. I argue that the development of this capacity may be better understood by considering clinical findings from non-directive play therapy.
Current practice in non-directive play therapy
Non-directive play therapy allows children themselves to determine the contents and actions in the playroom, within basic limits set by the therapist (Dorfman, 1951) . The play therapist assumes that children are able to arrive at therapeutic insights and instigate therapeutic changes for themselves and do not require suggestions, interpretations and directions from the therapist under these permissive conditions (Axline, 1946 (Axline, , 1947 . Landreth (1991) and Wilson, Kendrick, & Ryan (1992) have now redressed previous shortcomings in non-directive play therapy, including the therapist's misuse at times of non-directive practice skills and the failure to provide therapeutic limits by some practitioners. Recently, non-directive play therapy also has been more tightly specified as a time-limited intervention (Ryan, & Wilson, 1996; West, 1996; Wilson, Kendrick, & Ryan, 1992) and reframed as an intervention for adolescents outside the normal age range for play therapy, given certain practice adjustments (Ryan, 1995b) .
Non-directive play therapy with maltreated children
Statutory requirements lead to particular difficulties in working therapeutically with maltreated children. Non-directive play therapy is a highly suitable intervention within these evidential requirements, given its emphasis on minimal suggestions by the therapist (Ryan, 1995b; Ryan, & Wilson, 1995b; Wilson, Kendrick, & Ryan, 1992) . It is also a means of assessing children's needs, wishes and feelings, as required in Britain for all childcare proceedings under the Children Act (1989) . The non-directive approach is child-led, with the child rather than the therapist determining the issues and themes in the sessions. Therefore, it seems particularly useful where children are not able to make direct statements to an adult (see Ryan, & Wilson, 1996, chap. 7 , for a fuller discussion). Maltreated children's wider social context, including the dysfunctional problems within these children's families, is an additional concern. These problems must be addressed when maltreated children are either maintained within their families or in the process of being rehabilitated to their families after removal into care (e.g. Furniss, 1991; Wilson, & Ryan, 1994) . Parenting difficulties are also encountered by residential childcare workers, foster carers and adoptive parents of maltreated children (Macaskill, 1991) . Other interventions, such as family therapy, will therefore be needed and are amenable to incorporation within an overall non-directive play therapy approach with maltreated children (Wilson, & Ryan, 1994) . Methods such as cognitive-behavioural therapy with carers also can be employed as adjuncts to non-directive play therapy with individual children (Ryan, & Cigno, 1998) .
We recently updated the theoretical foundations of non-directive play therapy to include current child development principles and their applicability to maltreated children. Attachment and cognitive development frameworks, along with certain features of Erikson's theory of emotional development, are valuable ways for us to understand maltreated children's problems. Research on implicit memory, children as witnesess, emotional understanding, and children's language and play, among other domains, also informed our thinking (Ryan, & Wilson, 1996; Wilson, Kendrick, & Ryan, 1992) . This linking of non-directive play therapy with normal child development theory and research seems timely. Psychotherapy with children in general is now highly influenced by current developmental research (Murray, 1989; Slade, & Wolf, 1994; Zeanah, Anders, Seifer, & Stern, 1990) . In addition, theory and research in child psychopathology is increasingly adopting a developmental approach, viewing psychopathology as a deviation from normal development. Therapeutic interventions within this model aim to establish or reestablish a child along 'a normal developmental trajectory', rather than emphasizing the removal of 'symptoms' (Cicchetti, cited in Cicchetti, & Beegley, 1987; Wenar, 1994) . Since non-directive play therapy has always de-emphasized 'symptoms' and attempted to help the 'total' child, its assumptions are very amenable to incorporation within this newer developmental psychopathology model (Ryan, & Wilson, 1995a) .
Specific areas of developmental theory and research are highly relevant to understanding the process of therapy with troubled children. Children with abusive and inadequate relationship histories may in effect be helped to revise and develop schemas of normal social interactions during child psychotherapy interventions (Hodges, 1996) . Important attachment properties seem to be inherent in non-directive play therapy. Patterns of interactions between the therapist and the child can be viewed as similar to the restoration of normal carer-infant interaction patterns (see Ryan, & Wilson, 1995a for a fuller discussion). Furthermore, clinical findings using the non-directive method are based on children's spontaneous play patterns during sessions. These play patterns can usefully be compared with research findings from young children's normal play development. This research demonstrates that a child's play '. . . is related to a number of cognitive and affective processes and there is evidence that play facilitates cognitive and emotional development' (Russ, 1995, pp. 371-372) . However, there is a scarcity of research on the specific processes occurring during child psychotherapy, such as the way in which symbolic play is developed and utilized by troubled and maltreated children. Below I examine closely the development of symbolic play during non-directive play therapy sessions with an emotionally damaged and neglected 3-year-old boy and make comparisons with normal development.
Certain adaptations to traditional non-directive practice seem necessary, therefore, given current developmental research. Non-directive play therapists require specific training in normal child development in order to make developmentally appropriate responses to a child. Play communications and verbal reflections need to be based on all levels of a child's functioning, including the emotional, cognitive and behavioural levels (Ryan, & Cigno, 1998; Ryan, & Wilson, 1996) . Traditionally, non-directive play therapists were trained to follow and reflect the child's emotions and feelings. Currently, therapists also require training to respond, for example, at the level of emotional understanding expected for a particular child's chronological age (Harris, 1996) . However, non-directive play therapists happily do not encounter the difficulties which arise for insight-oriented child therapists. For the latter, therapeutic interpretations are often based on causal reasoning beyond the capacity of even normally developing children (Shirk, & Saiz, 1992) . Within non-directive play therapy sessions, complex verbal interpretations of behaviour are not considered necessary. Instead, verbal reflections are based on immediate, ongoing child-therapist interactions.
Non-directive play therapists also require current knowledge of the developmental impact of maltreatment on children's emotional and cognitive capacities. For instance, children in general, but physically abused children in particular, need developmentally appropriate reasons for limits in the playroom. Abused children also require acceptance and clarification of their own emotional responses when limits are enforced. Finally, abused children require help with learning the normal, non-violent, emotional responses of adults when children infringe limits (Knudson, 1995; Ryan, 1995b) .
Other modifications are necessary, for example, children in general require age-appropriate knowledge of the therapist's role in order to understand the therapeutic relationship. However, child-witness research finds that young children are less able to ask spontaneous questions, owing to their more restricted life experiences and cognitive limitations (Goodman, Aman, & Hirschman, 1987) . Non-directive play therapists, therefore, need to initiate and supply information on their role with other adults in children's lives. Abused children have more professional involvement because of their child protection status, therefore, adult relationships are more complex (Ryan, & Wilson, 1996; Ryan, Wilson, & Fisher, 1995) . In addition, maltreated children are often even less likely to question adult authority after their experiences of adults' abuse of power (Furniss, 1991; Gil, 1991) . A 'purely' non-directive stance, therefore, is unhelpful to abused children and imparting information is a necessary part of the therapist's task with such children.
Children's overall environment outside therapy must be evaluated thoroughly for physical and emotional safety by the social worker prior to a non-directive play therapy intervention. At referral, therapists also need to evaluate children's current care, since they require 'good enough' parenting both to have developmental needs met and to extend therapeutic gains effectively into everyday life (Ryan, & Wilson, 1996; Wilson, Kendrick, & Ryan, 1992) . Furthermore, children need at least relative stability of placement, in order to have the emotional energy to engage in a therapeutic intervention. Otherwise, they will need to maintain their defences in order to cope with the anxiety and uncertainty involved in having more immediate emotional and physical needs met (Glaser, 1992) .
Another important requirement for any troubled child is stability and predictability in a therapeutic intervention. This requirement is even more urgent for children within statutory settings, who often experience separation and insecurity of placement (Barrows, 1996) . Non-directive play therapy meets this requirement: while the contents of the sessions are unstructured by the therapist, the intervention itself is highly structured from the outset. For example, time-limited interventions ensure predictable reviews and endpoints for the child. And non-directive play therapy emphasizes that the play therapy environment itself, the time, the playroom setting, the preponderantly symbolic materials, the therapist's method and goals, all remain the same each week (Geurney, 1984; O'Connor, 1991) . In this way the therapist attempts to create a familiar, safe, child-centred environment immediately recognizable to the child and, in effect, mimics many of the stable features of a normal child's home environment (Ryan, & Wilson, 1995a) .
This unchanging background during therapy makes a child's own activities, internal responses and interactions more prominent because these are the dynamic features in the playroom. This visibility of self-functioning gives an emotionally damaged child an enhanced opportunity to develop an intensive, emotional relationship with the therapist (Ryan, & Wilson, 1996) . The therapist in turn provides a high level of responsiveness and a self-conscious use of corrective emotional reactions with the child, in addition to adhering to non-directive principles. These interactions are intended to address the lacks or distortions in attunement and responsiveness which troubled and maltreated children often have experienced in their earlier care (Crittenden, & Ainsworth, 1989; Stern, 1985) .
The development of symbolic play
It seems necessary to incorporate research on normal development and child maltreatment, as discussed earlier, into current non-directive play therapy practice. Clinical findings on atypically developing children also need to be combined with developmental research. This combination provides a mutually beneficial way of informing practice and advancing our understanding of both children's normal and atypical development. I now compare normal development of social responses in play by young children with their carers with examples from clinical work with maltreated and neglected children. The particular focus is on children's development of symbolic play during non-directive play therapy. This comparison attempts to unravel specific developmental processes which maltreated and neglected children may have lacked or had damaged by their earlier care. It also highlights the ways in which social skills seem to be reworked and reintegrated into more normal interactive patterns as therapy progresses. I suggest a list of essential features of the physical, social and internal environments of the child, both within a therapeutic intervention and within normal development, which appear to be required for the emergence of symbolic play. Finally, I argue that studying atypical development within a non-directive play therapy context may potentially help us to understand more fully both atypical and normal symbolic development. Schaeffer (1984 Schaeffer ( , 1989 details the ways in which an infant's developing mastery of several simpler social skills are integrated into more complex and meaningful social routines. These early skills include face-to-face communications, basic infant-carer and infant-object interactions and vocal interactions. Both Schaeffer and Bruner (1983) also describe ways in which a carer helps an infant change more basic infant-object and infant-carer routines into more complex social interactions. These more complex routines between child and carer are often established gradually as familiar and sociable games. It is these playful social exchanges, Schaffer argues, that are fundamental to the development of symbolic play (Ryan, & Wilson, 1995a) .
Rudimentary symbolic development
Older infants are no longer as highly dependent on their carer(s) for the integration of basic social skills. For example, they are able to sustain for themselves the skill of manipulating an object simultaneously with the skill of making appropriate social responses (Schaeffer, 1984 (Schaeffer, , 1989 ). The chosen object itself then becomes the basis for social exchanges which can be initiated independently by the infants themselves. The famous example of Piaget's daughter, Jacqueline, at 1 year 3 months, demonstrates this development:
[She] saw a cloth whose fringed edges vaguely recalled those of her pillow; she seized it, held a fold of it in her right hand, sucked the thumb of the same hand and lay down on her side, laughing hard. She kept her eyes open, but blinked from time to time as if she were alluding to closed eyes. (Piaget, 1962: 96) Jacqueline has learned that objects can stand in for or 'symbolize' other highly familiar objects. This example also implies that this process of 'symbolizing' was meaningful and enjoyable for Jacqueline within a social context and that she was able to initiate this social interaction for herself. However, this social context was not mentioned by Piaget himself, since the child's social and cultural environment was not the focus of his theorizing.
The social context of the development of symbolic play is illustrated more clearly in recent developmental research investigating infants' socially shared rituals and games with carers. Carers not only respond appropriately to their child's current level of development, they also extend their responses to encompass the child's 'zone of proximal development'. This principle is currently well recognized in the cognitive, linguistic, emotional and social development literature (e.g. Bruner, & Haste, 1987; Dunn, 1988) . Newson and Newson (1979) , for example, describe 12-month-old Andrew playing with a light brown wooden brick. His mother noticed it and asked him if that was his biscuit. She then went into her familiar 'give me a bite' routine, originally developed when he ate his real biscuits in her presence. Andrew was amused by this out-of-context routine and offered his block to her with a smile. This example clearly shows the way Andrew was helped to represent, or 'symbolize', an object which resembled a real-life, familiar object. He did not spontaneously initiate this interaction himself, as Jacqueline did. Andrew's mother also took the lead in demonstrating to Andrew that this interaction was both enjoyable and meaningful. He was then able to extend this playful exchange himself and offer the pretend biscuit to her. Andrew also was learning that in such social exchanges, 'giver' and 'taker' roles are reciprocal and reversible in play.
Delayed symbolic development
Andrew's and Jacqueline's normal symbolic development are now contrasted with the clinical example of a young, maltreated boy's development of symbolic play. Patrick was 3.8 years old when removed from his young, unskilled and impoverished parents by the local authority and placed with a middle-aged couple in foster care (see Ryan, & Wilson, 1996 , for a more complete discussion). He was referred for play therapy due to his emotional and behavioural difficulties, arising from possible abuse and emotional neglect. Patrick's father had been imprisoned for an indecent assault on a 6-year-old boy and attempted to return to Patrick and his mother at his release. The local authority removed Patrick from his mother's care because of her failure to cooperate with them over their child protection concerns under these circumstances.
Patrick's key social worker monitored his progress during the period of his father's conviction and expressed mild concern with his slow development, timidity and lack of communication. She focused her attention on the adequacy of the physical care his mother gave him and her own child protection concerns. After a short time in foster care, however, she realized Patrick showed general developmental delay, particularly in his language and social skills, but also in his motor development. Patrick's emotional responses appeared flattened, he was very passive and withdrawn with his foster carers, except for extreme agitation at toileting. Patrick began to relax visibly with his foster carers and interact with them in practical matters before therapeutic work began. He also seemed to be communicating, within his language constraints, that his father and mother had sexually abused him, when his carers again attempted to have him use the toilet. Patrick's carers described his play as highly repetitive and conducted for the most part in physical and social isolation from nearby adults and children. It was also concrete and lacking in symbolic or pretend play features. He did, however, tend to imitate the young baby fostered along with him. They recalled only one instance of Patrick engaging in rudimentary symbolic play. He played with a pillow after seeing other young neighbourhood children playing with it. Patrick imitated them and pretended to go to sleep himself, but then abruptly stopped his play and became distressed.
Current research on maltreatment and play therapy with young children
Patrick's delay did not appear to have an identifiable organic cause, even though it had features common to children diagnosed with organic impairments which results in communication and symbolic play difficulties. Patrick's case is not unusual, since types of abuse are often unknown or confounded at referral for maltreated children (McFadyen, & Kitson, 1996) . Furthermore, Patrick showed signs indicating that he may possess the capacity for normal cognitive and social skills. He had a good memory for recent personal events and was developing non-verbal and verbal communication skills over a short space of time. The cause of his developmental delay and passivity, therefore, was more likely due to earlier abusive experiences (Claussen, & Crittenden, 1991; Crittenden, 1985; White, & Allers, 1994) . Claussen and Crittenden (1991) demonstrate that different forms of abuse are intercorrelated, which in turn increases developmental risks for children such as Patrick.
Reams and Friedrich's study (1994) seems to be the only controlled study in the psychological literature evaluating the efficacy of individual psychotherapy with maltreated pre-school children. In general, they found no difference between their experimental condition, in which each child received 15 sessions of directive play therapy from trainee therapists, and their control condition. Their study is methodologically rigorous in pre-and post-testing and in assuring a similarity of approach by the trainees themselves. However, there are other difficulties, such as recruiting their experimental and control groups from a therapeutic nursery setting, rather than from a clinical population. The relative stability and effectiveness of the child's overall social environment also seemed debatable. The former difficulty emerges as a common problem in current child psychotherapy research. Meta-analyses of the effectiveness of cognitive-behavioural therapy and non-directive play therapy outcomes with children during the last decade have been generally positive (Kazdin, 1991; Weisz, & Weiss, 1989) . But recent critiques of these findings have focused on methodological difficulties in recruiting, similar to Reams and Friedrich's study (Goodman, 1997; Weisz, Weiss, & Donenberg, 1992) .
In addition, the maltreated group of children in Reams and Friedrich's (1994) study had a structured therapy programme. The therapists explored and interpreted children's emotions during sessions and directed them in symbolic re-enactments of abuse. However, neither the experimental nor the control groups tended to use symbolic play in the free play observations made in post-intervention tests. They did not report the children's rate of symbolic play. Reams and Friedrich used 'functional play', defined as basic play without imaginative or intentional features, as an outcome measure instead. Therefore, many children in their study did not appear to develop the capacity for symbolic play during therapy, and their overall environment may not have been 'good enough' to allow this development to occur spontaneously. The children's failure to develop and use symbolic play independently may have attenuated their results. Singer (1993) and Slade (1994) argue, as I do here, that children who do not initially have the capacity to play imaginatively require the therapist's help to develop and then extend this capacity, in order for play therapy to be most effective. For this reason I explore in detail below the ways in which Patrick's play therapist facilitated his symbolic development.
Rudimentary symbolic play during therapy
Patrick's non-directive play therapy sessions occurred weekly over a 5-month period. His play during his first two-weekly sessions was very concrete and circumscribed. His first instance of rudimentary symbolic play appeared during the third session; this type of play was not yet occurring in his foster home:
Today he seems to suddenly discover the baby's bottle, which is alongside the feeder cup and mug on the child size sink in the playroom. Patrick has the therapist help him unscrew the bottle, then he asks her if she wants a drink, saying he is too big. T: I don't mind. If you want me to.
Patrick has the therapist screw the top back on after he fills the bottle with orange drink by himself. P: You drink it. T: All right. Maybe I'm a baby? P: Yeah. T: Waah! Where's my bottle?
P smiles slightly and gives the therapist the bottle to drink. She drinks it, making satisfied noises (Mmmmmm) while she drinks. P watches very intently, but without any sign of enjoyment at the therapist's pretend play. The therapist finishes sucking the bottle after a short time. T: (smiling) It's very odd to see a big lady drinking a bottle.
She drinks a bit more while P stares intently. P: Want some more? T: I can. I don't really drink out of a bottle, do I? I'm just playing I'm drinking out of a bottle now.
Patrick then starts pretending, although very unsurely, that he is taking the carer's role, telling the therapist to wait while he refills the bottle, managing to unscrew and screw it again himself. He gives the therapist a lot more to drink. P: Drink it. T: (smiling) You're taking care of me, giving me lots of drinks.
The therapist drinks, then pauses to laugh while briefly glancing directly at Patrick. Patrick smiles slightly. (Ryan, & Wilson, 1995a: 35) Patrick's symbolic play at 3.8 years can be compared with the earlier examples of Andrew (1.0 years) and Jacqueline (1.3 years). Both Patrick and Andrew needed an adult's help to view their actions as playful ones. Patrick originally did not see his action of giving the therapist a drink from the bottle as either socially meaningful or playful. This response is similar to Andrew's original perception of his actions with his wooden brick. They both used these objects in a literal, rather than in a symbolic manner. Patrick's example also demonstrates how much more explicit and persistent the therapist's responses needed to be for Patrick to understand her playful intent, than those of Andrew's mother. Andrew immediately saw the joke in what his mother had done and was quickly responsive to her.
Patrick's lack of responsiveness was probably magnified by his lack of familiarity with the therapist herself, but it also seemed to be due to his inability to understand her 'playful' attitude. He seemed to have missed out on the kind of routine social games which Andrew had participated in frequently with his mother. Patrick, unlike Andrew and Jacqueline, seemed to need the real object, the bottle, and the concrete act of seeing the therapist drinking, to begin playing.
Patrick's example illustrates the way in which deferred imitation is incorporated into rudimentary symbolic play. Patrick appeared initially to imitate his carer's action of giving someone a drink, with both Patrick and the therapist maintaining their real-life roles in this sequence of actions. The therapist helped him to then move into a protorole-play; their roles now became both reciprocal and reversible. Patrick began to pretend to perform the activity of another person in a conscious, deliberate way, but only with the therapist's explicit help. Patrick's rudimentary symbolic play, therefore, shows that socially shared meanings around familiar objects seem to be needed between the child and the therapist to activate symbolic play. This suggested essential feature, as the earlier examples of normally developing infants' symbolic play development demonstrate, is present for a normally developing child at a much earlier age. Other examples showing the development of longer play sequences, both in normal development and in play therapy, are given later.
Patrick's example also highlights specific therapeutic help needed by maltreated, developmentally delayed children to enable them to recognize the playful intent of others' responses. This seems necessary before they develop this playfulness independently. Jacqueline's example illustrates a child's increased independence in symbolic play, she initiated symbolic play herself. Jacqueline seemed to assume that her audience recognized the similarity of the cloth to her familiar pillow, and her actions of lying down and thumb sucking to her familiar act of going to sleep. She did not need an adult's help to identify the cloth as symbolic, or her own actions as playful. Patrick's later play therapy sessions, in which he symbolically played out his foster carer's hospitalization, are discussed later. Patrick also showed rapid progress to independence in identifying symbolic objects for himself, and in utilizing them creatively for his own emotional ends.
Patrick's early emotional isolation and abusive experiences in his parents' care seemed to delay the beginning of his symbolic play. Yet his current interactions with his carers, with others in the household, and with same-age peers did not seem to be an intensive enough, rudimentary enough or benign enough experience for him to begin to play symbolically. At referral Patrick was well beyond the age at which symbolic play develops, as examples from normal development illustrate. He was interested in and able to imitate the infant temporarily living in his foster home, but remained very passive and withdrawn at nursery school and in other social contacts with peers.
Non-directive play therapy, in addition to the foster care he now received, seemed to provide Patrick with the catalyst for rudimentary symbolic play to begin. The therapist used her feelings congruently and responded to Patrick one small step beyond his current developmental level. She also gave added meaning and playfulness to his actions. Patrick arguably may have developed the capacity for symbolic play had he remained with his parents, or at a later point within his foster home. However, the timing of his first instance of symbolic play and his rapid development of independent symbolic play, discussed later, indicate otherwise. It is more likely that Patrick's early non-directive play therapy sessions activated and facilitated this normal developmental process for him.
Developing longer play sequences
A normally developing child learns to sustain play activities for longer periods after participating in rudimentary play exchanges. Play activities are developed into scripts, again with the help of a carer or more experienced play partner. Metacommunications, or communications referring to the play action, are employed by the more advanced partner in these exchanges and learned by the child (Giffin, 1984 ). An example, again from normal development, is a girl (age 1.8 years) with her carer changing her nappy. The little girl played with a doll while her older sister (age 4 years) played alongside her for a while with her own doll (Davids, nd) . The carer directly helped the little girl extend her symbolic play with the doll, using both verbal and non-verbal metacommunications. The carer demonstrated simple actions to imitate, such as placing a cover over the doll, and used simple, highly emphasized words to link with these stereotypic actions (e.g. 'Night, night'). She helped the child enact a basic script of the doll sleeping and waking up by using familiar, and easily understood, symbolic objects (a doll and a cover) (Ryan, 1995a) .
Children also learn to participate in dramatic play themselves based on their rudimentary pretend actions, illustrated earlier in Patrick's and Andrew's brief enactments of the carer's role. First (1994) studied the development of proto-role-play with young children and their carers. In one example, Bonnie (age 2.0 years) initially remained herself in role-plays and her mother also maintained her real-life role. Gradually Bonnie moved into pretending to take the mother's role (by age 2.4 years), the mother herself was then allowed to take on the child's role. This transition from real-life role to roleplay also appeared in Patrick's early play therapy session. However, he then progressed rapidly in his role-playing skills and confidently enacted the carer's role during a difficult period in his life, discussed further later. This rapid development was in strong contrast to the gradual transition to more advanced role-playing skills during normal development (First, 1994) .
Another example from non-directive play therapy is with a 5-year-old boy, Philip. He was removed from his parents' care after prolonged concern by social services over the severe neglect and physical injuries he experienced at home. His rudimentary role enactment incorporated a basic script and he quickly extended this symbolic play with the trainee therapist's intensive help:
In his second hourly session the (female) therapist and Philip were engaged in a tea party game at Philip's instigation. Philip filled both teacups to the brim. P: Shall I drink it or you? (referring to the therapist's cup, after drinking his own) T: I think you would like to drink it, wouldn't you?
Philip then decided to let the therapist drink from her over brimming cup. P: Be careful! T: I'll try to be. Very full. P: Good boy! (Ryan, & Wilson, 1995a: 36) The therapist facilitated Philip's play by creating a permissive atmosphere and performing the actions he asked of her. She also reflected Philip's feeling of desire accurately in a non-threatening manner. She enacted her role successfully by using her feelings congruently when Philip put her into the role of the child (the 'good boy') who wants too much to drink. The therapist also enabled Philip to briefly pretend to be another character when he enacted the role of the adult in authority. He had not yet reached the stage of explicitly formulating this role-play for himself, which First describes as:
I'll play you (Mommy) and you play me (child). . . . This is the point at which a child moves from playfully representing a creature who is like herself to representing fairly explicitly designated dyadic roles, which often take the form of mother-child role reversal. (1994: 112) Philip was, however, quickly extending his play:
By his fourth session, Philip was using the baby bottle in his play. While Philip sucked from the bottle, the therapist reflected his feelings.
T: Now you are being a baby and sucking from the bottle. You want lots and lots and are sucking very hard. P: You drink it (handing the bottle to the therapist). P: That's enough! (as the therapist begins drinking). T: You don't want me to have very much. (Ryan, & Wilson, 1995a: 36) Philip is now much more explicitly putting the therapist into another (baby) role. In his later sessions he gradually engaged in symbolic play without the use of real food and drink, partly because the therapist imposed appropriate limits on his intake, thus enabling him to use pretence alone in his play. At first Philip enacted earlier experiences of deprivation and his current need to fill up (or 'greediness') concretely with poorly specified roles. He later played symbolically, but still needed the therapist's help to explicitly define and enact their pretend roles.
Possible essential features of rudimentary symbolic play
The following conditions may be necessary for maltreated, developmentally delayed children such as Patrick and Philip to develop the capacity to play symbolically. All the features listed here seem to be similar to those known from developmental research and theory with normally developing younger children, as the earlier examples illustrate. But many features of this seemingly universal and naturally occurring process may be more clearly visible within non-directive play therapy with maltreated, developmentally delayed children. These features may be telescoped and clarified due to their late onset. The seven features proposed later may be essential for the development of symbolic play. Both professional child therapists, and carers who provide atypically developing children with overall therapeutic environments, may wish to explicitly emphasize and include these features in their interventions with such children.
Feature 1: routine social interactions
The clinical examples of Patrick and Philip share the commonality that they were the first known examples of a qualitatively different kind of communication between the child and the therapist. The child began to interact symbolically with the therapist in the role of the child, just as we saw during normal development in the example of 12-monthold Andrew with his mother. In order to begin this new level of symbolic play, children use routine social exchanges based on reciprocal roles. They advance to use the adult to stand in for their own role. Patrick's imitation of his carer with a bottle demonstrates that observations of such exchanges and deferred imitation of them may be sufficient for the development of symbolic play. Children may not require direct experiences of such social exchanges themselves.
As children's symbolic play develops, they become more independent of the carer and initiate play which is not based on reciprocal roles, as the example of Jacqueline with her pillow shows. Yet children still seem dependent upon social interactions to give their play shared meaning. Adults are engaged as supports, to set limits and to provide practical help. But, above all, children seem to require play alongside their carers, who in turn affirm and support this pretence, in order to develop more complex symbolic play situations. Haight and Miller (1993) , in their study of pre-schoolers' normally developing, spontaneous symbolic play, illustrate this movement towards independence. They documented one mother interacting intensively as her child's play partner in early social interactions. She then served a crucial supportive role as facilitator when her child moved into developing symbolic play interactions with peers.
Feature 2: concrete symbols
A second feature which may be essential for the normal development of symbolic play is perhaps obvious. An object highly similar or identical to a real-life object appears to be needed to elicit rudimentary symbolic play. Piaget (1962) refers to these objects as 'concrete symbols'. Returning to Schaeffer's list of infants' simple skills involving their carer and an object, these skills gradually become organized on a symbolic level into more complex social skills. In our clinical examples neither Patrick nor Philip appeared to reach the more advanced 2-2 1 / 2 -year-old level of symbolic functioning. At this level causal transformations in pretend play can be sustained independently, without concrete symbols and without an adult's, or another child's, help. Patrick and Philip were still bound to the actual properties of the object itself in order to play symbolically.
Feature 3: affective involvement
Third, children's affect, that is, children's own interests and needs, seems to be the starting point for children to organize and vary their behaviour and thinking. This primacy of affect seems as vital for normal development, from motor development such as learning to crawl (Fraiberg, 1977) , to learning to speak, as it is for play activities within therapeutic relationships. All the examples discussed demonstrate this feature. There is a difference however, with children who are likely to have been emotionally neglected and abused. These children's affective responses have become disorganized or arrested because of either lack of support or active interference in the children's emotional responses by their carers (Ryan, & Wilson, 1996) . Patrick's play disruption after playing with other children and a pillow illustrate this difference from normal play development. As Crittenden's (1992) work shows, such children have great difficulty organizing their emotional responses. They must incorporate not only their own feelings, but also the unusual and very difficult environmental demands made towards them by abusive and neglectful carers. Slade also gives examples of children who, she argues 'are not hiding/repressing/disguising feelings and fantasies they cannot tolerate. They are living in a chaotic emotional universe that, by virtue of its very disorganisation, precludes disguise because it precludes symbolisation' (1994, p. 89).
Feature 4: intensive social support
A fourth potentially essential feature of symbolic play development stems from the third feature. One-to-one regular and intensive social interactions seem required where the other person modulates his or her own activities to suit the child's interests. A child seems unable to develop or sustain early symbolic play without this intensive social support. In post-industrial societies this role with young children is often fulfilled by an adult carer. Yet, the writing of Clarke and Clarke (1976) on atypical resilience, Vygotsky's (1962) example of socially isolated twins, Freud and Dann's (1951) classic study of war orphans from a World War II concentration camp, and the play role of older siblings with young children (Cohen, 1993; Dunn, 1988) , all point to the likelihood that any highly supportive play companion may be a sufficient condition for the development of symbolic play.
In non-directive play therapy the therapist does not know the child's primary interests and needs, or the child's routines, as a carer does. The therapist allows the relatively unfamiliar child to select what is of interest and emotional importance during sessions. The therapist concentrates on the emotional level in the child's therapeutic communications. Reflection of the child's feelings and behaviour, as well as congruent use of the therapist's own feelings are primary practice skills (see Ryan, & Wilson, 1996 , chap. 2 on practice issues in working with young children; Wilson et al., 1992) . With young and developmentally delayed children, the therapist allows the child to make real choices in the session within the child's capacity, as in normal development. Yet, as we have seen, Patrick could not make many choices at the beginning of his sessions because of his very hesitant, rudimentary pretend play. The therapist had to take much more initiative than is usual for a child of this age in responding to Patrick.
Feature 5: relaxation and satisfaction of needs
Relaxation both sets the stage for and is the end result of play (Huizinga, 1950; Piaget, 1962) . It seems essential for the development of play that children are in a familiar, safe environment. This includes children believing that their physical and security needs are met, and will continue to be met in the future. This certainty seems to allow children to relax their attention from immediate, urgent needs. In our examples, probably with Andrew at 12 months, and especially in the therapeutic work cited with 5-year-old Philip, the children seemed to feel that their hunger and thirst needs were adequately met. With both Patrick and Philip, because they had been maltreated, relaxation included the lowering of their unusually heightened, vigilant responses. It seemed likely that when each child began to trust that their physical needs would be met within the therapy room, their symbolic play around drink was able to emerge.
Feature 6: rudimentary symbolizing capacity
Another essential for symbolic development seems to be the cognitive capacity to allow one object or person to stand for another. With normally developing children, it is well known that this ability begins to emerge between 12 and 18 months of age. However, cognitive impairments limit the development of this capacity in certain children. For instance, research with Down's syndrome children points to the essential link between these children's ability to symbolize and their level of cognitive development (Cicchetti, Beeghly, & Weiss-Perry, 1994) . Research with autistic children seems to show that these children are impaired in their cognitive ability to understand others' mental states, including others' emotional reactions, which is also essential for the development of pretence (Cicchetti, Beeghly, & Weiss-Perry, 1994; Frith, 1989; Harris, 1989) .
In addition to the cognitive capacity to symbolize and to understand others' mental states, children also appear to need sufficient knowledge of objects and people to develop the capacity to symbolize. Studies of atypically developing children, including symbolic play in blind babies, illustrate this feature (Lewis, 1987) . Maltreated and neglected children such as Patrick and Philip also suggest further environmental requirements for the emergence of the capacity to symbolize. These children point to ways in which environmental deficiencies such as emotional isolation and abuse may bring about significant cognitive delay. This delay seems to include a failure to imagine, since these young children were later able to quickly develop imaginative skills. This type of abnormal development, therefore, tends to reinforce a point made often in psychological research in other contexts -that capacities which are 'innate' (in this case, symbolic play) fail to develop without the necessary environmental requisites.
McCune, DiPane, Fireoved, and Fleck also state that: 'when mothers engage in interactions appropriate to the child's developmental level and focus of interest, this reduces the child's cognitive workload, freeing the child's cognitive resources for development and learning ' (1994, p. 163) . This freeing of cognitive resources may underlie the rapid advances some children, such as Patrick, appear to make in the highly intensive, supportive environment of play therapy. It also helps explain how even severely learning disabled children and adults become cognitively capable of rudimentary symbolic play, given a highly supportive environment (Hellendoorn, 1994; Ryan, 1996; Sinason, 1992) .
Feature 7: social learning about play
Finally, specific social learning about symbolic play may be essential in symbolic development. The most important appears to be a child's realization that certain situations are both 'pretend' and enjoyable, as Patrick demonstrated. This type of learning seems to include marking out particular activities as 'pretence'. Verbal and non-verbal metacommunications by the more advanced play partner show the child how to signal this interpretation of actions. (One very basic one, of course is smiling and laughter!) For troubled children, it is often this ability to enjoy social exchanges which was largely absent in their earlier development and seems to need enhancement in their therapy and home environments (Wilson, Kendrick, & Ryan, 1992) .
Play researchers (Giffin, 1984) also identify other play devices used by young children with their pre-school play partners. Devices such as stereotypic depiction of roles, scripts and overacting were illustrated in all the examples shown. Play therapists and carers will most likely need to use these devices consciously and deliberately, often with greater emphasis, when helping children whose symbolic play is delayed.
All these seven features may, therefore, be the most important aspects of the social and physical environment, and the child's own internal 'environment', necessary for children to develop symbolic play. In order for maltreated, developmentally delayed children to advance or activate their symbolic play capacity, all these features may be necessary within therapeutic interventions with them and within their environments.
Patrick's later symbolic play
After 3 months of weekly therapy, Patrick progressed from the rudimentary play activity of imitating a carer's activities to considerably more advanced dramatic play. Prior to the session summarized later, Patrick's foster carer was quite suddenly admitted to hospital for an operation. Her husband assumed the role of Patrick's primary carer during this period.
Patrick arrived at his session tightly holding Steve's hand, with a child-sized bag in his other hand. He was unusually agitated initially and appeared to need me to acknowledge his emotional state and set firm limits on his behaviour before physically and emotionally relaxing. Patrick then began to engage in symbolic play.
He went to his own bag, looked at it, said that the play cushion was a bag, then started rolling the cushion on its side towards me, looking at me easily and laughing. I talked about the bag coming to me and the bag going back to him. He evolved this motion into a play sequence in which the life-sized play telephone booth in the corner of the play room was the house. We squeezed in there together (a tight fit -I was grateful I didn't weigh a stone or two more!) and I commented on how we were close together in the house. Patrick sat next to me, smiling up at me, then took his bag and said goodbye to me. I talked about Patrick going off and leaving me by myself in the house, while he crawled under the table and lay down. He remained very quiet, and I said that I couldn't see and hear him. I was all by myself. I wondered where he was. I asked Patrick if maybe I wanted to see him but I couldn't. Patrick nodded vehemently and said 'You cry . . .'.
I cried, saying I wanted him and didn't want to be on my own in the house. Patrick then had me roll the cushion back and forth across the room with him again and again, getting more excited as we continued. He told me to go back into the 'house' and he returned with his bag in hand, squeezing in beside me and smiling up at me. I reflected that I felt so good that he was with me again. And that Patrick was happy to be home with me, too. Patrick repeated this play sequence twice more during the session, giving me instructions as we carried out the actions, to bring some toys into my house and start playing while he was gone. I was then able to talk about how I could play at home and I knew he'd come back to be with me in the house soon. Patrick seemed satisfied with this response, got his bag and, for the first time, decided to leave our session early. I commented to him that he'd finished for today and played what he wanted to play. Now he needed to find Steve. (Ryan, & Wilson, 1996: 52) Clearly, Patrick made very rapid advancement in his symbolic development in just a few months. Role-plays became very much directed by Patrick himself in his therapy sessions. He initiated play sequences himself and used objects spontaneously to represent new experiences symbolically. Patrick also understood and made conscious use of role-play devices such as 'You cry . . .'. His foster carers also reported this type of play at home, with Patrick eagerly interacting and wanting his carers' attention. Most importantly, Patrick used his symbolic play to accommodate the emotionally very difficult experience of temporary separation from his primary attachment figure, with the therapist's help.
Researching symbolic play within non-directive play therapy
All the proposed essentials listed earlier may be applicable both to normally developing and atypical children's development of symbolic play. In addition, the clinical examples demonstrate that within non-directive play therapy with certain maltreated and neglected children, essential features of symbolic play development may be more visible and more readily studied. These children's atypical development appears to telescope this normal developmental process, with the close attention given to symbolic development by the non-directive play therapist.
Non-directive play therapy also seems a rich ground for cultivation of specific research questions in both normal and atypical development. A child in weekly therapy is automatically followed regularly. Therefore, the beginning and development of symbolic play can be closely recorded by the play therapist. These findings are also amenable to comparison with existing studies of normal children's development of symbolic play (First, 1994; Haight, & Miller, 1993; Kramer, 1996) . Studies sampling young children's spontaneous play productions seem particularly suitable. A child's spontaneous play, with the child directing activities and issues during sessions, is also a defining feature of non-directive play therapy. Non-directive play therapy sessions, as the examples of Patrick and Philip illustrate, therefore provide rich sources of comparison information on spontaneous symbolic play development in atypically developing children. These sessions are also fertile ground for specific research hypotheses on development.
In addition to providing us with more detailed understanding of the activation and early development of symbolic play, studying symbolic play within this controlled and intensive therapeutic situation may also show us ways to be more effective therapists. We may be able to help emotionally damaged and impaired children learn to play symbolically, to deepen their attachment relationships and to spontaneously share emotionally difficult experiences with a helpful adult. We saw that once Patrick established his capacity to play symbolically, he used this capacity to work through his very difficult current experience with his foster carer. He also seemed to generalize his symbolic play to his home environment. Kramer's (1996) research sampled young, normally developing children playing spontaneously in their homes with their best friend. These children were studied before and after the birth of a new sibling. They did not often use symbolic play with their friend to work through this current life concern, a finding supplemented by similar conclusions from the mothers' daily diary recordings. Kramer's finding seems to differ from clinical data, as seen with Patrick. Therefore, investigation of the essential features of a child's internal state, social environment and physical environment eliciting symbolic play needs more thorough study. Another important research question to investigate from nondirective play therapy information is whether troubled and previously maltreated children, once their symbolic play is established, magnify the normal capacity all children have for symbolic play. Do they display more intensive and more prolonged symbolic play sequences because they must integrate their emotionally more difficult environments into their current functioning? Perhaps normally developing children use direct experiences with adult carers to a greater extent, as Kramer's (1996) study shows, than troubled children are able to do under stressful circumstances.
Barnett's well controlled study, in which the first day at school was used as a natural stressor, suggests another possibility (Russ, 1995) . In the solitary play condition, anxious children spent more time in fantasy play, and significantly reduced their fear response at post-test. However, the peer play condition had the opposite effect on them. Neither the play nor no-play conditions had a significant effect for low-anxious children. Russ, in discussing this research, concludes that perhaps 'it is not social play (with peers) that is essential to conflict resolution, but rather imaginative play qualities that the child introduces into playful behaviour ', (1995, p. 382) . Troubled and maltreated children may, therefore, need direct experiences with carers and peers, supplemented by more intensive opportunities in therapy. These children may then develop and use symbolic play more intensively to emotionally resolve their difficult experiences. These hypotheses require further investigation. Research at a single case design level can be incorporated into clinical practice (Kazdin, 1988) . Well-designed larger experimental studies with normally and atypically developing children are also urgent.
Finally, the symbolic play interactions between therapist and child, described earlier with Patrick and Philip, may form one of the basic interpersonal components therapists require to develop a therapeutic alliance with a child (Shirk, & Saiz, 1992) . These symbolic play sequences are both highly personal and highly pleasurable for the child and therapist. For all these reasons, the development of symbolic play interactions during non-directive play therapy is in crucial need of further empirical investigation. Such findings would give both child researchers and child therapists greater understanding of normal and atypical developmental processes, and greater skill in helping children with difficulties in development to regain their developmental momentum.
